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a  b  s  t  r  a  c  t
Sexuality, an integral part of human life and quality of life, is one of those factors responsi-
ble  for individual welfare. Sexual dysfunction can be deﬁned as a change in any component
of  sexual activity, which may cause frustration, pain and decreased sexual intercourse.
Although it is known that chronic diseases, such as rheumatoid arthritis (RA), inﬂuence
the  quality of sexual life, sexual dysfunction is still underdiagnosed, due to two reasons: (i)
patients fail to report the complaint because of shame or frustration and (ii) this subject is
rarely called into question by doctors. Rheumatologists are increasingly willing to discuss
areas  which are not directly related to drug treatment of joint diseases, such as quality of
life,  fatigue, and education of patients; however, sexuality is rarely addressed. The aim of
this  review is to present some useful concepts to Rheumatologists for orientation of their
patients with RA with respect to sexual function/dysfunction, some considerations con-
cerning the role of these professionals in order to instruct the patient, general notions about
sexual function, including practical concepts about the more appropriate sexual positions
for  patients with RA, and a multidisciplinary approach to sexual dysfunction.
© 2014 Elsevier Editora Ltda. All rights reserved.
Como  o  reumatologista  pode  orientar  o  paciente  com  artrite  reumatoide
sobre  func¸ão sexual




sáveis pelo bem-estar individual. A disfunc¸ão sexual pode ser deﬁnida como alterac¸ão em
algum componente da atividade sexual e pode acarretar frustrac¸ão, dor e diminuic¸ão dos
intercursos sexuais. Embora se saiba que doenc¸as crônicas, como a artrite reumatoide (AR),
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inﬂuenciam a qualidade da vida sexual, a disfunc¸ão sexual ainda é pouco diagnosticada, o
que se deve a dois motivos: tanto os pacientes deixam de relatar a queixa por vergonha ou
frustrac¸ão  quanto os médicos pouco questionam seus pacientes a esse respeito. Os reuma-
tologistas estão cada vez mais dispostos a discutir domínios que não estão diretamente
relacionados com o tratamento medicamentoso das doenc¸as articulares, como qualidade
de  vida, fadiga e educac¸ão dos pacientes. A sexualidade, no entanto, é muito pouco abor-
dada. O objetivo desta revisão é apresentar alguns conceitos úteis ao reumatologista para
orientac¸ão  do paciente com AR quanto à func¸ão/disfunc¸ão sexual, considerac¸ões relativas
ao  papel desse proﬁssional no sentido de instruir o paciente, noc¸ões gerais sobre func¸ão sex-
ual,  incluindo conceitos práticos sobre posic¸ões sexuais mais adequadas para portadores
de  AR, e abordagem multidisciplinar da disfunc¸ão sexual.







































exuality, an integral part of human life and quality of life, is
ne of those factors responsible for individual welfare. Sexu-
lity not only refers to the sexual act itself, but to the entire
pectrum ranging from self-image and the valorization of self,
o the relationship with the partner.1
Sexual dysfunction can cause frustration, pain and
ecreased sexual intercourse.2 Although it is known that
hronic diseases can inﬂuence the quality of sexual life, sex-
al dysfunction is still underdiagnosed, due to two reasons:
i) patients fail to report the complaint because of shame or
rustration and (ii) this subject is rarely called into question by
octors.3,4
Our group has studied the prevalence of sexual dysfunc-
ion in women with diagnoses of various rheumatic diseases,
ncluding systemic lupus erythematosus (SLE), rheumatoid
rthritis (RA), systemic sclerosis (SSc), antiphospholipid syn-
rome (APS), ﬁbromyalgia, psoriasis and psoriatic arthritis.5,6
We  have observed that one of the components that may
inder an approach of the subject with the patient and conse-
uently a suitable treatment is the lack of guidance on sexual
unction by the physician. Sexual function is a neglected area
f quality of life in patients with rheumatic diseases.1
The apparent lack of interest of the doctor in relation to sex-
al function of his/her patients could be explained by factors
uch as constraints in consultation time, uneasiness when
iscussing sexuality (both by the physician and the patient),
ncertainties about physician role and relative competence on
ssues of sexuality of his/her patients.1,4,7,8
The sexual response cycle consists of the following phases:
1) Desire: characterized by fantasies about sexual activity and
esire for sexual activity. (2) Excitation: subjective feeling of
exual pleasure and accompanying physiological changes; in
an, characterized by penile tumescence and erection, while
n the woman pelvic vascular congestion, lubrication, vaginal
xpansion, and swelling of the external genitalia are observed.
3) Orgasm: climax of sexual pleasure, with release of sex-
al tension and rhythmic contraction of perineal muscles and
eproductive organs. In man, it is characterized by the sensa-
ion of ejaculatory inevitability, followed by ejaculation, while
n the woman contractions of the lower third of vaginal wall
ccur. (4) Resolution: feeling of relaxation and general well-
eing.9–11Sexual dysfunction is directly linked to the improper func-
tioning of one of the phases that compose the sexual cycle.
According to the diagnostic criteria of DSM-IV (Diagnostic and
Statistical Manual of Mental Disorders, fourth edition), sex-
ual dysfunctions are characterized by disturbances in sexual
desire and by psychophysiological changes that characterize
the sexual response cycle, causing marked distress and inter-
personal difﬁculties.12
RA can inﬂuence sexual function in several aspects.13 The
reasons for disturbances in sexual functioning are multifacto-
rial and include aspects related to the disease itself and also
to the treatment.
In a study conducted by our group (unpublished data), in
which 68 women diagnosed with early RA (less than a year of
symptoms at diagnosis time) were evaluated, we  found a high
frequency of sexual dysfunction (79.6% of patients with active
sexual life), a ﬁgure higher than in most previous studies of
patients with established RA.1,4,13–15
In a second study5 evaluating 163 patients with diagnoses
of various rheumatic diseases, including 24 patients with
established RA, we found sexual dysfunction in 18.4% of all
evaluated patients and in 8.3% of RA patients. It is important
to mention that 24.2% of all patients and 17% of RA patients
had no sexual activity during the study period.
Abdel-Nasser et al. showed in their study that over 60% of
female patients with RA had difﬁculty in sexual performance
(i.e., sexual disability) and a decrease in sex drive. This inability
was related, among other factors, to disease activity, pain and
disability, as assessed by HAQ.7
Pain, morning stiffness, joint swelling and fatigue can lead
to a decreased sexual interest, as well as hindering the sexual
act. In addition, low self-esteem and a negative body image,
which commonly affect patients with RA, are relevant psycho-
logical factors.1,4,7,9
The perception of a negative body image,  decreased joint
mobility and muscle strength, morning stiffness and poor per-
formance in daily physical activities also contribute to the
deterioration of sexual health in patients with RA. Drugs used
in their treatment may also lead to sexual dysfunction.16
Among synthetic disease-modifying anti-rheumatic drugs
(DMARDs), there are reports of sexual dysfunction with the
use of methotrexate (MTX). Although this drug is generally
well tolerated, there are reports of decreased libido, impotence
and development of gynecomastia in men  after the start of its
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Fig. 1 – On the left, this position prevents the woman performing hip abduction and knee and spine ﬂexion, and allow
resting her upper limbs, since the partner performs hip abduction and holds his weight during sexual activity. On the right,
a variation of this position, that can be adopted if the man  presents RA.
rmisArthritis Information: Sex and Arthritis; reproduced with pe
administration. After a few weeks of discontinuation or of dose
reduction of this medication, the patient improves.17 Impo-
tence has been reported with the use of hydroxychloroquine
and sulfasalazine.16
Corticosteroids can have side effects with great impact on
sexual function, with change in body image,  as well as leading
to depression and psychosis. Medications used to treat comor-
bid conditions such as ﬁbromyalgia can also inﬂuence sexual
function in RA patients. Tricyclic antidepressants and sero-
tonin reuptake inhibitors may lead to a decrease of libido and
hamper in reaching orgasm.18
Role  of  the  rheumatologist  in  the  orientation  of
the  patient  with  rheumatoid  arthritis  on  sexual
function
Panush et al. describe a strategy to approach and offer
guidance on sexual function, called by these authors as PLIS-
SIT (permission, limited information, speciﬁc strategies and
intensive therapy).19 Permission consists in questioning the
patient about his/her sexual dysfunction, taking the liberty
and showing openness to dialogue. The doctor must show
the patient that his/her sexual problems can be mitigated.
Furthermore, it is essential that the doctor encourages the
dialogue with the patient’s partner, due to his/her need to be
aware of the difﬁculties of the couple.19,20
The second step is to search and provide information about
sexual dysfunction. At this stage, one should establish the
cause of the problem – lack of libido, pain, fatigue, vaginal
dryness, anxiety, fear of not having a good performance or
not satisfying the partner are possible causes.19
The third phase is to develop speciﬁc strategies for each
problem. Low sexual desire can be circumvented by replacing
medications, psychotherapy and stress reduction. Transder-
mal  testosterone may be used in women with low levels of
this hormone or in those undergoing surgical menopause.21
As to vaginal dryness, lubricating oils or intravaginal estro-
gen creams may be used.19 With regard to pain and fatigue,
the practice of different sexual positions, resting before inter-
course and the use of muscle relaxants or painkillers are
recommended.19,20 The use of supports in the joints helps in
maintaining the sexual positions; on the other hand, heat in
the form of compresses takes effect reducing joint stiffness.
It is recommended, though, to take a warm bath before inter-
course, to achieve muscular relaxation.sion from Arthritis Research UK.
Hip arthroplasty can help in cases of joint immobility.
The indications for this surgery are increasing. Lafosse et al.
applied a questionnaire to 135 post-hip arthroplasty patients,
and the vast majority reported improved sexual life, especially
women, because this surgery allowed a greater variety of sex-
ual positions.22
Men with arthritis may develop impotence, usually of psy-
chogenic origin. In such cases, phosphodiesterase inhibitors
may be used, with a level of evidence A in cases of organic,
psychogenic and pharmacological erectile dysfunction.18
As a fourth step, the patient would be referred to the sex
therapist, in case of failure of other strategies. In some situa-
tions, the couple’s sexual dysfunction is not only a function of
arthritis.19
Table 1 summarizes recommendations on sexual dysfunc-
tion discussed above.
Guidance as to changes in the positions taken during sex-
ual activity is based on principles of joint protection and
energy conservation. The concept involves patient education
on proper joint alignment and movement, based on biome-
chanics principles, besides adopting strategies of division and
organization of the daily routine to prevent fatigue, reduce
pain and maintain an optimal level of functionality through-
out the day.23
As with most activities of daily living, sexual activities
are developed through personal experiences that deﬁne and
change the way these relations occur between partners.20
Thus, the guidance should be individualized, provided timely
and using an appropriate and accessible language, to enable
the relationship of the concepts illustrated by the healthcare
professional with examples from everyday life of the patient,
facilitating the understanding and the incorporation of the
guidelines into his/her routine.24
The positions that can be adopted by patients and partners
involve reducing hip and knee amplitude of motion, changes
in position (decubitus), and use of furniture, pillows and other
support in order to minimize the effort required for postural
maintenance.25 Changes in the positions already taken by the
patient can facilitate the process of adaptation and incorpo-
ration of the physician’s instructions (Fig. 1).
Among the proposed changes, the combination of changes
in position and reduced joint range of motion are alternatives
for most patients suffering joint pain in both upper and lower
limbs (Fig. 2).
The lateral decubitus position allows the patient to reduce
the effort required to support the body during sexual activity.
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Table 1 – Recommendations on sexual function/dysfunction to the patient with a diagnosis of rheumatoid arthritis.
General guidelines Discussion of problems with the partner, explore new sexual positions, use of painkillers and muscle relaxants
before intercourse. Use of heat to relieve pain and joint stiffness (compresses, warm bath)
Vaginal dryness Use of lubricants, vaginal estrogen creams
Erectile dysfunction Use of sildenaﬁl, sex therapy
Lack of libido Evaluate possible exchange of medications, techniques for stress reduction, testosterone replacement in
speciﬁc cases
Fig. 2 – Lateral decubitus position; reduction in hip and
knee range of motion, as well as low back spine alignment.



















Fig. 3 – The patient has constraints to hip and knee
mobility. In addition to the comfort provided by the reduced
amplitude of movement, this position allows reducing the
effort required for postural maintenance.
Arthritis Information: Sex and Arthritis; reproduced with
permission from Arthritis Research UK.
F
c
Aermission from Arthritis Research UK.
n addition, the alignment of the spine, hip and knee joints
an be maintained with the aid of pillows and cushions,
ecreasing the pain.
Although in some cases the patient may need to use
is/her upper limbs, some positions (Fig. 3) allow resting these
tructures, preventing them from being used to support body
eight. These positions may be suggested to patients that
resent constraints and joint deformities in their lower limbs.
In addition to changes in positions, environmental modiﬁ-
ations allow carrying out the activity in a more  similar way to
he usual for the patient, favoring the performance of sexual
ctivity without major changes. The goal of these changes is
o promote the transfer of weight bearing for other surfaces;
hus, the patient saves energy, enjoying moments of rest dur-
ng sexual activity with the use of brackets and supports that
an be obtained with the furniture itself, and with pillows and
ushions. Fig. 4 shows examples of simple changes that can
e adopted by patients in various stages of the disease.
It is important that the medical staff also advise the patient
bout other ways of expressing their sexuality, as touching,
ig. 4 – In both situations, the patient leans on the bed or furnitu
ompletion of sexual activity with reduced mobility of hip and k
rthritis Information: Sex and Arthritis; reproduced with permiscaressing, kissing and with the use of a not penetrative sex,
that may also be part of the sexual activity of the patient.
Furthermore, interventions that aim to improve these activ-
ities contribute to a better relationship between patients and
their partners, favoring the empowerment with respect to the
disease process and, consequently, quality of life.26
Multidisciplinary  approach  to  sexual
dysfunction
Due to the multiplicity and complexity of forms of sexuality
expression, the approach of patients with sexual dysfunction
involves broad aspects and hard-to-approach themes, whose
handling requires the formation of bonds and an environment
enabling the understanding of aspects beyond physical com-
plaints, for instance, emotional and social factors.2,14,27
re, avoiding weight bearing on the upper limbs and the
nees.
sion from Arthritis Research UK.
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Thus, patient care delivered by a multidisciplinary team
allows the development of actions at different levels of com-
plexity in health care. These actions should address the
different contexts of the activities performed by patients
in their daily lives, including the expression of their
sexuality.25,26,28
In this perspective, the psychologist acts favoring the man-
agement of emotional problems related to the illness process
and the implications of these issues on the affective and sex-
ual relationship with the patient.27,29 Interventions to control
pain and increase mobility and muscle strength, providing
improved physical capacity for the patient, are held by the
physical therapist,29 and this process is monitored by a phys-
ical education professional,30 in order to promote a reduction
of objective symptoms related to RA, such as fatigue, pain
and joint movement  restrictions. Guidelines on the organiza-
tion of the routine and protection of joints during activities
of daily living, as well as the indication of assisted technol-
ogy to modify objects and environments, are demands met  by
occupational therapists.27,31
Conclusions
The knowledge of the impact that RA promotes in sexuality by
the rheumatologist and other health professionals is of great
importance, since it facilitates the physician–patient discus-
sion about the inﬂuence of the disease in several domains of
patient’s quality of life, besides allowing the optimization of
the treatment of RA, here encompassing the attention to the
patient’s sexual difﬁculties.
Conﬂict  of  interest
The authors declare no conﬂict of interest.
Acknowledgment
The authors would like to thank the Arthritis Research UK
Foundation, that have kindly allowed the reproduction of
images illustrating this article.
 e  f  e  r  e  n  c  e  s
1. Tristano AG. The impact of rheumatic diseases on sexual
function. Rheumatol Int. 2009;29:853–60.
2. Clayton A, Ramamurthy S. The impact of physical illnesses
on  sexual dysfunction. Adv Psychosom Med. 2008;29:70–88.
3. Lara LAS, Silva ACJRS, Romão APMS, Junqueira FRR.
Abordagem das disfunc¸ões sexuais femininas. Rev Bras
Ginecol Obstet. 2008;30:312–21.
4. Perdriger A, Solano C, Gossec L. Why should rheumatologists
evaluate the impact of rheumatoid arthritis on sexuality?
Joint Bone Spine. 2010;77:493–5.
5. Ferreira Cde C, Da Mota LM, Oliveira AC, de Carvalho JF, Lima
RA,  et al. Frequency of sexual dysfunction in women with
rheumatic diseases. Rev Bras Reumatol. 2013;53:35–46.
6. Kurizky PS, Mota LM. Sexual dysfunction in patients with
psoriasis and psoriatic arthritis – a systematic review. Rev
Bras Reumatol. 2012;52:943–8.
2 0 1 5;5 5(5):458–463
7. Abdel-Nasser AM, Ali EI. Determinants of sexual disability
and dissatisfaction in female patients with rheumatoid
arthritis. Clin Rheumatol. 2006;25:822–30.
8. Britto MT, Rosenthal SL, Taylor J, Passo MH. Improving
rheumatologists’ screening for alcohol use and sexual
activity. Arch Pediatr Adolesc Med. 2000;154:478–83.
9. West SL, Vinikoor LC, Zolnoun D. A systematic review of the
literature on female sexual dysfunction prevalence and
predictors. Annu Rev Sex Res. 2004;15:40–172.
0. Costa VLA. Aspectos da sexualidade do portador da psoríase:
relato de um caso. São Paulo: Departamento de Psiquiatria da
Faculdade de Medicina da Universidade de São Paulo; 2005.
1. Salonia A, Giraldi A, Chivers ML, Georgiadis JR, Levin R,
Maravilla KR, et al. Physiology of women’s sexual function:
basic knowledge and new ﬁndings. J Sex Med. 2010;7:
2637–60.
2. OMS. Classiﬁcac¸ão de transtornos mentais e de
comportamento da CID 10. Descric¸ões clínicas e diretrizes
diagnósticas. Porto Alegre: Artes Médicas; 1993.
3. El Miedany Y, El Gaafary M, El Aroussy N, Youssef S, Ahmed I.
Sexual dysfunction in rheumatoid arthritis patients: arthritis
and beyond. Clin Rheumatol. 2012;31:601–6.
4. Araújo DB, Borba EF, Abdo CHN, Souza LAL,
Goldstein-Schainberg C, Chahade WB, et al. Func¸ão sexual
em  doenc¸as reumáticas. Acta Reumatol Port. 2010;35:16–23.
5. Van Berlo WTM, Van de Wiel HBM, Taal E, Rasker JJ, Weijmar
Schultz WCM, Van Rijswijk MH. Sexual functioning of people
with rheumatoid arthritis: a multicenter study. Clin
Rheumatol. 2007;26:30–8.
6. Yilmaz H, Polat HAD, Yilmaz SD, Erkin G, Kucuksen S, Salli A,
et  al. Evaluation of sexual dysfunction in women with
rheumatoid arthritis: a controlled study. J Sex Med.
2012;9:2664–70.
7. Aguirre MA, Velez A, Romero M, Collantes E. Gynecomastia
and sexual impotence associated with methotrexate
treatment. J Rheumatol. 2002;29:1793–4.
8. Heidelbaugh JJ. Management of erectile dysfunction. Am Fam
Physician. 2010;81:305–12.
9. Panush SR, Mihailescu GD, Gornisiewicz MT, Sutaria HS. Sex
and arthritis. Bull Rheum Dis. 2000;49:1–6.
0. Relationships, Intimacy and Arthritis Booklet; 2010. Available
from: http://www.arthritiscare.org.uk [accessed 10.10.13].
1. Palacios S. Hipoactive sexual desire disorders and current
pharmacotherapeutic options in women. Womens Health.
2011;7:95–107.
2. Lafosse JM, Tricoire JL, Chiron P, Puget J. Sexual function
before and after primary total hip arthroplasty. Joint Bone
Spine. 2008;75:189–94.
3. Steultjens EM, Dekker J, Bouter LM, Van Schaardenburg D, Van
Kuyk MA, Van den Ende CH. Occupational therapy for
rheumatoid arthritis. Cochrane Database Syst Rev.
2004;1:CD003114.
4. Hammond A, Niedermann K. Patient education and
self-management. In: Dziedzic K, Hammond A, editors.
Rheumatology: evidence-based practice for physiotherapists
and occupational therapists. United Kingdom: Elsevier; 2010.
p. 78–93 [chapter 6].
5. Josefsson KA, Gard G. Women’s experiences of sexual health
when living with rheumatoid arthritis – an explorative
qualitative study. BMC Musculoskelet Disord. 2010;15(11):240.
6. Helland Y, Kjeken I, Steen E, Kvien TK, Hauge MI, Dagﬁnrud
H. Rheumatic diseases and sexuality: disease impact and
self-management strategies. Arthritis Care Res (Hoboken).
2011;63:743–50.
7. Helland Y, Dagﬁnrud H, Kvien TK. Perceived inﬂuence of
health status on sexual activity in RA patients: associations
with demographic and disease-related variables. Scand J
Rheumatol. 2008;37:194–9.
 . 2 0 1
2
2
3r e v b r a s r e u m a t o l
8. Hill J. The impact of rheumatoid arthritis on patients’ sex
lives. Nurs Times. 2004;100:34–5.
9. Hill J, Bird H, Thorpe R. Effects of rheumatoid arthritis on
sexual activity and relationships. Rheumatology.
2003;42:280–6.
3 5;5 5(5):458–463 463
0. Larkin L, Kennedy N. Correlates of physical activity in adults
with rheumatoid arthritis: a systematic review. J Phys Act
Health. 2013;11(6):1248–61.
1. Hammond A. What is the role of the occupational therapist?
Best Pract Res Clin Rheumatol. 2004;18:491–505.
